Objectives: The aim of this study was to externally validate the diagnostic performance of the International Ovarian Tumor Analysis logistic regression models (LR1 and LR2, 2005) and other popular prognostic models including the Timmerman logistic regression model ( ), the Alcazar model (2003, the risk of malignancy index (RMI, 1990), and the risk of malignancy algorithm (ROMA, 2009). We compared these models to subjective ultrasonographic assessment performed by an experienced ultrasonography specialist, and with our previously developed scales: the sonomorphologic index and the vascularization index. Furthermore, we evaluated diagnostic tests with regard to the menopausal status of patients.
Introduction
One of the most challenging current problems in gynecology LV WKH DSSURSULDWH GLIIHUHQWLDWLRQ RI DGQH[DO PDVVHV ,GHQWL¿FD WLRQ RI PDOLJQDQW RYDULDQ WXPRUV YHUVXV EHQLJQ QHRSODVPV DQG functional lesions is crucial, because it determines the necessity RI VXUJHU\ WKH SUHRSHUDWLYH ZRUNXS ZKR VKRXOG SHUIRUP WKH surgery (a gynecological oncologist or a general gynecologist), and adequate timing in the operation room [1] . Menopausal status often determines the selection of appropriate diagnostic and treat ment methods.
*\QHFRORJLVWV DURXQG WKH ZRUOG KDYH GHYHORSHG PDQ\ SURJ nostic models, ultrasonographic morphological scales, and other risk of malignancy calculators that are used for differential diag QRVLV RI RYDULDQ WXPRUV +RZHYHU WKH SOXUDOLW\ RI GLDJQRVWLF WHVWV FRQ¿UPV WKHLU LPSHUIHFWLRQV 2YHU \HDUV DJR WKH ,QWHUQDWLRQDO 2YDULDQ 7XPRU $QDO\VLV , 27 [4, 5] . Another interesting question was whether meno pausal status was a key factor that could affect differential diag nosis of adnexal masses. We tested whether menopausal status ZDV D IDFWRU WKDW DIIHFWHG WKH SHUIRUPDQFH RI WKH SUHGLFWLYH PRG HOV HYDOXDWHG LQ RXU VWXG\
The aim of the study

7KH DLP RI WKLV VWXG\ ZDV WR H[WHUQDOO\ YDOLGDWH WKH GLDJQRV WLF YDOXH RI ,27$ ORJLVWLF UHJUHVVLRQ PRGHOV DQG RWKHU SRSXODU SURJQRVWLF PRGHOV RI RYDULDQ WXPRUV 7KH GLDJQRVWLF YDOXH RI WKH DQDO\]HG PRGHOV ZDV FRPSDUHG WR VXEMHFWLYH XOWUDVRQRJUDSKLF DVVHVVPHQW DQG VFDOHV SUHYLRXVO\ GHYHORSHG LQ RXU GHSDUWPHQW DV ZHOO DV ZLWK VHOHFWHG SRSXODU VFRULQJ V\VWHPV DQG SUHGLFWLYH models
Materials and methods
The study group included 268 patients diagnosed with and WUHDWHG IRU RYDULDQ WXPRUV EHWZHHQ DQG 7KH JURXS was selected from all women referred to our clinic with adnexal masses. The 
Benign ovarian tumor Number
Endometrioid cyst 55
Corpus luteum cyst 4
Adult teratoma 26
Serous cystadenoma 37
Mucinous cystadenoma 17
Hemorrhagic cyst 9
Tubo-ovarian abscess 6
$GHQR¿EURPD 1
Theca cell tumor 4
Brenner tumor 3
Peduculated leiomyoma 5
Malignant ovarian tumor
Serous adenocarcinoma 38
Mucinous adenocarcinoma 5
Endometrioid adenocarcinoma 10
Clear cell adenocarcinoma 6
Undifferentiated carcinoma 19
Granulosa cell tumor 2
Borderline ovarian tumor 14
Metastatic ovarian tumor 7 P R A C E O R Y G I N A L N E ginekologia
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KLJK LQ WKLV JURXS 7KH GLDJQRVLV RI DGYDQFHGVWDJH GLVHDVH DQG
the subsequent decision to operate at an oncology center is clear. Similarly, a large group of tumors (e.g. simple cysts, endome trioid tumors, and dermoid cysts) is easy to diagnose as benign.
The risk of malignancy in this group is extremely low. Therefore, the most important and interesting tumors are those that pose SUREOHPV LQ XOWUDVRQRJUDSK\ HYDOXDWLRQ $FFRUGLQJ WR WKH ,27$ *URXS ¶V UHFHQW SXEOLFDWLRQ E\ 9DOHQWLQ HW DO RQO\ WR RI PDVVHV ZHUH VXVSLFLRXV DQG GLI¿FXOW WR FODVVLI\ >@ 2XU VWXG\ analyzed this group of tumors as well as tumors that were "prob ably malignant" or "probably benign," where there was a degree of uncertainty. We think this is likely a reason for the differences EHWZHHQ WKH 9DQ +ROVEHNH HW DO VWXG\ DQG RXU RZQ )XUWKHUPRUH these inclusion criteria may be a reason for the decreased prog QRVWLF YDOXHV RI WKH DQDO\]HG GLDJQRVWLF PRGHOV FRPSDUHG WR WKH original studies. 
